4.  In secondary blasting, at times a dynamite charge would not
explode.  After the blast, the standard safe practice in the industry was
to inspect all boulders remaining to see whether any contained undertonated
dynamite, and this inspection required turning the boulder over to drill
all sides for a drill hole.  However, Respondent did not follow the practice
of turning boulders over, and relied upon visual inspection of the top
and sides of a boulder.

5.  In secondary blasting, at various times some boulders would be
turned over by the blast so that if a boulder were unexploded the drill
hole might be on the bottom and not detectable unless the boulder was
turned over for visual inspection.

6.  The boulders were about two to four feet in diameter, and
usually the drill hole did not exit, so that there would be only one
hole visible on a boulder*

7.  On December 13, 1979, two men were assigned to do secondary
blasting.  Carl Sparrow, the blaster, had about four or five months
experience in blasting and David Hooper, the driller, had about three
months experience.  Neither was carefully or well trained in

the performance of his duties.

(a)  That morning they inspected about 20 boulders; Hooper
drilled them and Sparrow loaded them with dynamite and primer cord.  At
times Hooper helped pack or load a hole.

(b)  They set off a blast of about 20 boulders, and went to
lunch. When they returned, Sparrow worked around his truck and Hooper
started inspecting and drilling boulders.  The first boulder he inspected
had no visible drill hole, but he could not see the bottom.  The boulder
was about four feet in diameter and too heavy to turn over without
equipment, such as a frontend loader.  Respondent had such equipment,
but did not use it or make it available for turning over boulders for
inspection.  He started drilling a hole/ . When he was about halfway
through the boulder it exploded.  Hooper received permanent disabling
injuries, including loss of the sight of one eye and a crippled leg,

(c)  Respondent did not preserve the accident site; after
Hooper was taken to the hospital, all evidence of the accident was
removed or disturbed and normal mining was resumed.

(d)  Respondent did not report the accident to MSHA by telephone

or by other prompt means.  Its first notice to MSHA was a Form

70001, mailed to MSHA's Vincennes, Indiana subdistrlct office on January

2, 1980.

1363kly examination of the return entry could lead to dis-
